Special article

b) Cross-sectional parts of the stomach
The cross-sectional circumference of the stomach is divided into four equal parts; the lesser (Less) and greater curvatures (Gre), and the anterior (Ant) and posterior walls (Post) (Fig 2) . Circumferential involvement is recorded as Circ.
c) Carcinoma in the remnant stomach
The following three items should be recorded using hyphens.
a. The reason for the previous gastrectomy: benign disease (B), malignant disease (M), or unknown (X). b. The interval between the previous gastrectomy and the current diagnosis in years, (unknown : X). c. Tumor location in the remnant stomach: anastomotic site (A), gastric suture line (S), other site in the stomach (O) or total remnant stomach (T). Extension into the esophagus (E), duodenum (D), or jejunum (J) should be recorded.
Examples : B-20-S; M-09-AJ
If available, the extent of resection and the reconstruction method of the previous gastrectomy are recorded.
Macroscopic types
Macroscopic types of primary tumor should be recorded together with T classification (Fig. 3, 4) . Example of endoscopic diagnosis : cType 0 IIa, T1 
II. Findings
A Primary lesions
Number and size of lesions
The two greatest dimensions should be recorded for each lesion.
Tumor Location
a) Three parts of the stomach
The stomach is anatomically divided into three portions; the upper (U), middle (M), and lower (L) parts (Fig.1) . If more than one portion is involved, all involved portions should be described in order of degree of involvement, the first indicating the portion in which the bulk of the tumor is situated, e.g. LM or UML. Tumor extension into the esophagus or the duodenum is recorded as E or D, respectively. 
Examples of Macroscopic Type Classification
Note 1 : In the combined superficial types, the type occupying the largest area should be described first, followed by the next type, e.g. IIc + III.
Note 2 :
Type 0 I and Type 0 IIa are distinguished as follows:
Type 0 I : The lesion has a thickness of more than twice that of the normal mucosa. Type 0 IIa : The lesion has a thickness up to twice that of the normal mucosa. 
Depth of tumor invasion (T)
Depth of tumor invasion is recorded using Tclassification. Anatomical levels of invasion of the gastric wall are also recorded as follows. A tumor may penetrate muscularis propria with extension into the greater and lesser omentum, (or occasionally the gastrocolic or gastrohepatic ligaments) without perforation of the visceral peritoneum covering these structures. In this case, the tumor is classified as T2. If there is perforation of the visceral peritoneum, the tumor is classified as T3.
Invasion of greater and lesser omenta, esophagus, and duodenum is not regarded as T4 disease. Tumors with intramural extension to the esophagus or duodenum are classified by the depth of greatest invasion in any of these sites, including the stomach.
B. Metastatic lesions 1. Lymph node metastasis a) Regional lymph nodes
The regional lymph nodes of the stomach are classified into stations numbered as in Table 2 and Fig. 15 -18.
b) Grouping (Compartments) of lymph nodes
The regional lymph nodes are classified into three groups depending upon the location of the primary tumor (Table  3 ). The classification of No. 19 -No. 112 is modified when the tumor also invades the esophagus (E+). This grouping system is based on the results of studies of lymphatic flow at various tumor sites, together with the observed survival associated with metastasis at each nodal station.
Note 1 :
Occasionally, perigastric nodes can be classified as distant nodes ( "M" in Table 3 ) because in certain circumstances involvement is associated with such a poor outcome it is regarded as evidence of distant metastasis (M1). 
Peritoneal cytology (CY)
CY0 : Benign / indeterminate cells on peritoneal cytology (Fig. 19 ) CY1 : Cancer cells on peritoneal cytology (Fig. 20) CYX : Peritoneal cytology was not performed.
Note : "Suspicious of malignancy" in cytological diagnosis
should be classified as CY0. T1  IA  IB  II   T2  IB  II  IIIA   T3  II  IIIA  IIIB   T4  IIIA  IIIB   H1, P1, CY1, M1   N0  N1  N2  N3 IV Other resections Bypass without resection Exploratory (non-therapeutic) laparotomy Gastrostomy or other stoma formation Other palliative operations
Other distant metastases (M)
M0
Combined resection
All structures resected together with the main tumor should be recorded, e.g. spleen, liver, pancreas, transverse colon, transverse mesocolon, gallbladder, adrenal gland, ovary, etc. Resection of the greater or lesser omentum, the anterior sheet of the transverse mesocolon, the abdominal esophagus, and the first portion of the duodenum, are not included in this category. Table 3 for details.
Involvement of the resection margins a) Proximal margin (PM)
PM
Curative potential of gastric resection (Resection)
The curative potential of gastric resection should be evaluated based on both Surgical and Final Findings as follows:
Resection 
IV. Handling of the resected specimen and description of histological findings
A. Surgical specimens
Measurement of lesions and fixation
After gross inspection and measurement of any serosal tumor involvement (Fig. 21) , the stomach is, in general, opened along the greater curvature. On examination from the mucosal side, the tumor size and the length of the proximal and distal resection margins are measured (Fig.  21) . After dissection of the lymph nodes from the specimen, the stomach is placed on a flat board with the mucosal side up, pinned at the edges with stainless steel pins, and fixed in a 15 -20% formalin solution.
Sectioning of the stomach
Firstly a section is taken along the lesser curvature as a reference line to assess background changes.
In Type 0 superficial tumors, a set of sections parallel to the reference line should be made (Fig. 22) . In advanced tumors, the area of deepest invasion should be sectioned parallel to the reference line. If there is Fig. 21 . Measurement of the lesion Fig. 22 . Sectioning of the stomach resected concern about tumor margins, additional sections should be taken (Fig. 22) .
In multiple tumors or tumors of unusual configuration, suitable sectioning to obtain accurate findings must be devised on a case-by-case basis. The carcinoma in a remnant stomach should be sectioned taking into account its relationship to the suture and anastomosis lines.
Sectioning of lymph nodes
Each dissected lymph node should be studied individually. The plane of largest dimension of the node should be sectioned.
B. Histological Typing
The histological classification should be based on the predominant pattern of tumor. Several examples are shown in Fig. 23 -30 .
Common types
Special types
Adenosquamous carcinoma Squamous cell carcinoma Carcinoid tumor Other tumors 
Pattern of tumor infiltration into the surrounding tissue
The predominant pattern of infiltrating growth into the surrounding tissue should be classified as follows :
The tumor shows expanding growth and a distinct border with the surrounding tissue ( (Fig. 35) . Either Elastica staining (Fig. 36) or Victoria-blue H&E staining (Fig. 37 ) is recommended to identify venous structures. 
Histological examination
The histological type and the size of the largest dimension of the tumor, the presence or absence of ulceration (UL), lymphatic invasion (ly) and venous 
Description of lymph node metastases
Overall metastatic rate (number of involved nodes / number of examined nodes) in all dissected nodes should be recorded, together with metastatic rate in each nodal station.
C. Handling of mucosectomy specimens
Measurement, fixation and sectioning
Specimens obtained by endoscopic or laparoscopic mucosal resection should be handled in the following manner: the specimen is spread out, pinned on a flat cork, and fixed in formalin solution. The size of specimen, the size and shape of the tumor, and the margins should be recorded on a schematic diagram. The proximal cut end is indicated by an arrow, if possible (Fig. 38) . Fixed materials should be sectioned serially at 2mm intervals parallel to a line that includes the closest resection margin of the specimen (Fig. 38)   Fig. 38 . Sectioning of mucosectomy material invasion (v) should be recorded. The depth of invasion (M, SM1, SM2) are determined and recorded only when the vertical margin (VM) is negative (SM1; submucosal invasion < 0.5mm, SM2; invasion ≥ 0.5mm).
Lateral margin (LM) and Vertical margin (VM)
The lateral margin (LM) should be assessed, and if LM(-), the length (mm) of the free margin or the number of normal tubules in the margin are recorded. Tumor extent, together with depth of invasion, should be recorded on a schematic diagram (Fig. 38) . 
Note
The Japanese 13th edition of the Classification of Gastric Carcinoma [2] contains the following additional information which has been omitted from this text for reasons of brevity:
Group classification of gastric biopsy specimens Assessment of response to chemotherapy UICC TNM classification Instructions for statistical analysis Detailed technical and background information
